The pathologic data of this fomI of intracranial lesion are exceeding meager, and though the records show many cases which have completely recovered following middle ear suppuration, these cases were diagnosed from their clinical findings only; and as positive diagnosis is almost impossible, the findings at operation deliver the only data to the actual conditions present in a given case, and it is with such intentions that I report the following:
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Mr. 0., age 37, had an attack of influenza in March, 1919, which lasted three weeks. At the end of the third week he began to have pain in the right ear with fever. Paracentesis was done, and the pain and fever relieved; the discharge from the ear was profuse and thick.
About a week later, when the discharge had almost disappeared, he began to have fever and seveer pain ?ver the right side of the head, with rigidity of the back of the neck and twitches on the right side of the face, a temperature of 103 and pulse 120.
He was then referred to me by his physician, Dr. Bookstaber, for operation. Mastoidectomy was performed on the same day with the result that as soon as the cortex of the mastoid was removed thick white pus began to well up, and this fumished an easy guide to the antrum, which was high up under the zygomatic ridge. The antrum and cells were thoroughly cleared out down to the mastoid tip.
On the following day the temperature came down to nQrmal and the patient remained well until the fourth day after operation, when his condition began to change and he complained of a severe diffuse headache and dizziness, and he did not sleep that night; temperature 100. ]\1. J. smCEf,STE r N.
At 5 o'clock the next morning he had slight delirium. and it was with difficulty that he was restrained from getting out of bed. A few hours afterwards he began to get drowsy; temperature varied from 99 to 100; pulse, 74 to 80; conplained of' general weakness as well as diplopia; answered questions slowly and incoherently; slight twitchings of face with felt facial palsy noticed. No evidence of labyrinth involvement.
He remained in stupor the entire day and had to be awakened to take nourishment, and this somnolence deepened the next day, so that he could only with difficulty be aroused, relapsing, however, into the same previous condition. Temperature 102; pulse 80 to 96. I then decided to explore the cranial cavity.
Examination revealed heart and lungs normal; no discharge from the ear or mastoid wound; accessory sinuses negative; pupils regular, dilated, reacting to light; eyegrounds normal; no local tenderness; .urine negative; no~(ernig, Babinski or other abnormal reflexes present; swallowing difficult; sensation markedly impaired; blood examination-white cells 12,-000, polynuclears 80 per cent; \Vassermann negative; spinal fluid showed moderate pressure in the recumbent position; cell count normal; globulin negative; no bacterial growth; smear negative; Wassermann negative.
Accordingly, on the night of the sixth day following operation, the mastoid wound was again opened for revision to see if anv carious bone or fistul<e were overlooked, and as it was clean: the wound was extended upwards above the zygoma for two inches, and then a horizontal incision was made from the center of the original one back to the occipital protuberance. , The bone was ronguered upwards through the zygomatic process and through the squama, starting from the tegm-en antri, exposing the dura over. the right temporosphenoidal lobe of the cerebrum for an area of 2 by 2 inches.
No extrad,ural exudate was found, dura appeared to bulg'e. pulsated an'd-'was normal, .and there was no tension of fluid between it and the cerebrum; after it .was incised. Examination of the cortex showed the brain swollen and edematous. with diffuse hemorrhagic areas throughout the field. Exploration of the temporosphenoidal lobe in various directions was done both by means of a long aspirating ne<;>dle, aw ell as by a long narrow pointed knife for a depth of about two inches, and no abscess was discovered, but the lateral ventricle was opened, with clear fluid oozing out and not under marked tension. Working back from the lateral sinus, which was normal, the cerebellar lobe was exposed, and exploration here also proved to be negative. Dura was left unsutured for its decompressive effect and patient was returned to bed without any shock.
He reacted well and the next morning was able to open his eyes and look around him, although he still was stuporous. On arousing him, only indistinct mutterings were heard and he immediately went back to sleep.
The day following, somnolence was still present, and during the afternoon he had an attack of pulmonary edema which lasted about one hour and disappeared, leaving his lungs clear, but in a few hours the coma deepened, with Cheyne-Stokes respirations, and he made his exitus.
Autopsy in this case was unfortunately not obtained because of family objections.
Remarks.-In this case the difficulty of arriving at a differential diagnosis was obvious, and resort to exploration to give the patient the benefit of the doubt was indicated.
Brain tumor was excluded by the absence of changes in the eyegrounds as well as the presence of fever.
Meningitis (serous, suppurative, tubercular and syphilitic) were excluded by lumbar puncture, examination of spinal fluid and the exploration.
Abscesses (extradural, cerebral and cerebellar) were excluded by the exploration; sinus thrombosis by history and examination of sinus at operation.
The presence of cortical hemorrhagic areas with swollen and edematous brain substance noticed in the operative field is characteristic of encephalitis and the clinical history confirms the findings.
The onset of the encephalitis during the convalescence of the mastoid operation is confusing, when the more common complications, as abscesses, meningitis and sinus infection, are ordinarily looked for.
Korner from the report of those cases supposed to have recovered believed that the eradication of the prim~ry lesion in the temporal bone was sufficient, or in addition the free exposure of the affected area will often result in a cure and that ventricular and lumbar puncture would help combat the disease. There is no doubt that those cases that have recovered would have recovered without operation, as attested to by the many reports now published, and that those who died could not have been benefited by operation. Operation is only indicated in those cases complicating mastoid operations where the exploration will exclude other complications requiring surgical treatment.
